Twenty-four hour ambulatory blood pressure data obtained on an in-patient with pre-eclampsia despite triple therapy for her hypertension, showing poorly controlled blood pressures during daytime hours, with a clear nocturnal rise in blood pressure (peak at approximately 04.00 hrs). She reported no sleep disturbance.
The normal mean day -night difference in both systolic and diastolic blood pressures detected using ambulatory blood pressure monitoring (ABPM) is usually 10% or more. Such patients are commonly referred to as 'dippers'. Loss of this diurnal variation in blood pressure is seen in 'non-dippers', which has been reported in a variety of medical conditions as diverse as malignant phase hypertension, renal disease, Cushing's disease, phaeochromocytoma, autosomal dominant polycystic kidney disease, diabetics with autonomic neuropathy, patients with heart failure and pre-eclamptic toxaemia. 1, 2 We have recently reported that stroke patients can also be classified as non-dippers, which may be related to the known diurnal variation of the onset of acute stroke and heart attacks. 3, 4 The exact significance of 'dippers' and 'non-dippers' is unclear. The absence of a nocturnal fall in blood pressure may simply be due to the patient not sleeping or being disturbed by the inflation of the ABPM cuff.
2 It is also argued that the absence of the normal dipping results in a higher 24-h blood pressure 'load', with important clinical and prognostic implications. In particular, hypertensive patients who are 'non-dippers' may have more target-organ damage than those displaying the normal diurnal variation in blood pressure. 2, 5 In the West Birmingham Stroke Project, we found that patients with intracerebral haemorrhage had the highest daytime blood pressures by ABPM; and a trend towards even higher blood pressures at night. 3 This phenomenon of 'reverse dipping' has not been previously reported in other patient groups, and may perhaps reflect the high blood pressures and lack of diurnal variation in stroke patients with intracerebral haemorrhage. Nevertheless, we illustrate a case of 'reverse dipping' which we recently encountered in a woman with pre-eclampsia ( Figure 1 ). Prior to her pregnancy she was well and normotensive, but developed hypertension (requiring treatment with labetolol, nifedipine and methyldopa) and proteinuria in the third trimester of her pregnancy. The ABPM trace shows poorly controlled blood pressures during the daytime hours (mean 138/90 mm/Hg), with a clear nocturnal rise in blood pressure (peak of 179/108 mm Hg at 03.38 hrs); 70% of her nocturnal systolic blood pressure readings were 140 mm Hg or more, whilst only 33.3% of daytime systolic blood pressures exceeded 140 mm Hg. The precise clinical and prognostic significance of 'reverse dipping' of blood pressure on ABPM is uncertain, although the possibility of a relationship of blood pressure load to target organ damage remains to be investigated.
